Boerhaave's syndrome is a very rare disease characterised by spontaneous rupture of the oesophagus. Clinical presentation is varied and may depend on the cause, location, size, degree of contamination, and site of injur y. Patients may present with abdominal pain, pneumothorax, hydropneumothorax, and pneumomediastinum. Tension pneumothorax after esophageal perforation has been rarely reported in the medical literature. In our report, a case of tension pneumothorax secondary to Boerhaave's syndrome in a 44-year-old male is presented here. (Hong Kong j.emerg.med. 2013;23:245-247) 布爾哈夫氏綜合徵是一種非常罕見的疾病，其特徵是自發性食管破裂。臨床表現是多種多樣的，視乎破 裂的原因，位置、大小、污染程度和損傷部位。患者可出現腹痛、氣胸、水氣胸和縱隔氣腫。食管穿孔 後張力性氣胸，醫學文獻很少報導。我們這裡報告一例 44 歲的男性病人，在布爾哈夫氏綜合徵的情況下 導致張力性氣胸。
Introduction
Oesophageal perforation (EP) was described for the first time by Hermann Boerhaave in 1723. He observed a spontaneous rupture of the oesophagus occurring after repeated vomiting in a Dutch Navy admiral. 1 Boerhaave syndrome produces an extremely severe clinical profile of mediastinitis and/or sepsis which develops rapidly due to extravasation of digestive secretions and food into the mediastinum and pleural space. 2 The mainstay of the diagnosis is a plain chest radiograph, which is easy, fast and 88% sensitive. It may show pneumomediastinum, subcutaneous emphysema, and hydropneumothorax. 3 Tension pneumothorax is a rare complication but possible cause of respiratory impairment in Boerhaave's syndrome.
Case
A 44-year-old male who was misdiagnosed as an acute coronary syndrome, was referred to our tertiary emergency department from another hospital. Prior to initial admission to the referring hospital, patient had suffered a persistent epigastric pain, and severe nausea and vomiting which he himself tried to relieve with H2 receptor blockers for four hours at home. He was observed at the second-level hospital emergency department and then transferred to our tertiary emergency department (ED) with suspected diagnosis of acute coronar y syndrome or gastrointestinal bleeding. During the admission to our ED, the patient had a blood pressure of 166/92 mmHg, heart rate of 120/min, respiratory rate of 36/min, temperature of 36°C and oxygen saturation of 92%. His physical examination had revealed diminished air entry at left hemithorax and tracheal deviation to the right. Tension pneumothorax had been identified on the bedside anteroposterior (AP) chest radiography. An immediate needle thoracostomy was performed and followed by chest tube insertion to the left hemithorax. As gastric contents were observed at the bottle of underwater seal, an oesophageal perforation was suspected and a computer tomogram (CT) of thorax was ordered. Meanwhile amylase level from the fluid of pleural drainage was 6840 u/L (normal limits 28-100 u/L). Figure 1 shows the tension pneumothorax and Figure  2 shows pneumomediastinum and pleural effusion at right hemithorax. A complete perforation of oesophagus located through the left wall of oesophagus closed proximity to cardiooesophageal sphincter level was viewed with transoesophageal endoscopy (TEE) (Figure 3) . The patient was admitted to hospital and distal oesophagus resection and reconstruction was applied during his operation. He was discharged successfully after 12 days. 
Discussion
Boerhaave's syndrome is full-thickness spontaneous perforation of the oesophagus with a high mortality rate. It is responsible for roughly 10% to 15% of EP. 4 The incidence of EP has clearly increased during the last 20 years because of the generalisation of diagnostic endoscopy and the fact that new technologies of interventional endoscopic modalities have become the
Conclusion
The objective of this article is to emphasize the importance of early differential diagnosis and rapid treatment of life-threatening serious complications such as tension pneumothorax. Clinicians should combine the signs and symptoms with the clues from procedural and diagnostic imaging modalities to achieve an accurate and early diagnosis of rare diseases such as Boerhaave's syndrome with tension pneumothorax. principal cause. 1 The diagnosis of thoracic EPs is par t icularly diffic ult. In case of spontan eous perforation, the clinical signs most often observed are, by decreasing order of frequency, vomiting (84%), chest pain (79%), dyspnoea (53%), epigastric pain (47%), or dysphagia (21%). 1 Typically Boerhaave's syndrome presents as a case of sudden excruciating upper abdominal and central chest pain after a bout of forceful vomiting, subsequently progressing to dyspnoea and shock. 3 Mackler's triad (chest pain, vomiting and emphysema), although highly suggestive of the diagnosis, is found in less than one third of cases. 1 The lesion is most common in the fifth and sixth decades of life. The posterior-lateral aspect of the left side of the oesophagus is most commonly involved (75%-90% of cases), it can be bilateral in 5%-10%, or rarely on the right. 3 Hydropneumothorax, pneumomediastinum, chemical mediastinitis and pneumothorax result from direct leakage of fluid and air from the lower oesophagus into the pleural cavity. If air leaks into the pleural cavity during inspiration and fails to escape during expiration, t en s ion p neu mot h o ra x d evelo p s with its lif e threatening cardiorespiratory distress. This extremely rare complication had been identified in the literature as a possible cause of respiratory impairment in Boerhaave's syndrome. 3 Various modalities of imaging can be used as diagnostic tools. Most patients with EP have noticeable a bn o rma lit y o n c h est ra d io g r ap h wh ic h ma y inc lude p neumo medias tinum, pneu mothor ax, hydropneumothorax, pleural effusion, or mediastinal widening. Chest X-ray is a good preliminary test although it is quite often normal. Confirmatory studies needed include contrast esophagogram, CT scan, or endoscopy. Contrast esophagogram is the procedure of choice. CT is emerging as a very useful tool and has recently been advocated as a routine diagnostic workup. Selection of the procedure depends upon the clinical setting and the local resources available. [4] [5] [6] [7] 
